July 30, 2009

includes employer-based health care,
where there couldn’t be an exclusion
for preexisting conditions. There are
the existing government programs,
Medicare, Medicaid. Part of the money,
if we get the version we are looking
for, would be to help States cover ev-
erybody for Medicaid.

Then the third thing, this would be
new and would include a robust public
option. The public option would be a
program run by an agency in the gov-
ernment that would be not looking to
generate a profit. In that case, would
the public option that we have been
talking about, would they be reaping a
portion of those, what is that, $84 bil-
lion in profit? Would that be a cost
measure within the public option, if we
were able to achieve that?

Ms. EDWARDS of Maryland. Well, I
think that what would happen is that
the public option would be so competi-
tive. Keep in mind that the CEO of the
public option, the Secretary of Health
and Human Services, doesn’t make $9.8
million a year. It is a basic government
salary, I don’t know, about $175,000 or
$185,000 a year to run all of Medicare.
Our CEO is a government employee
who doesn’t make a ton of money, who
is not reaping millions and millions of
dollars in compensation.

This is only compensation. Maybe
next time I will bring the bonus chart.
That would require a 1ot more zeros.

But I think really there is so much
overhead in the private insurance, and
it is really sending costs up. All we
want is a public option, and what the
American people want is a public op-
tion, because something like 70-some
percent of the American public actu-
ally support a public option, and what
they want is something that competes
with the private insurers.

After all, Mr. ELLISON, I am not real-
ly sure what the private insurers are
afraid of, because if they believe in the
free marketplace, put the public option
in there, let it compete in the free mar-
ketplace, and I will tell you what, the
competition will be on and costs will be
down.

Mr. ELLISON. That is right. And lob-
bying expenditures, CEO compensation
and profits will not be there.

We will have to yield back and be
back the next time. This has been the
Progressive Hour.

———

NOTICE OF CONTINUING EMER-
GENCY WITH RESPECT TO SOV-
EREIGNTY OF LEBANON—MES-
SAGE FROM THE PRESIDENT OF
THE UNITED STATES (H. DOC.
NO. 111-59)

The SPEAKER pro tempore laid be-
fore the House the following message
from the President of the TUnited
States; which was read and, together
with the accompanying papers, referred
to the Committee on Foreign Affairs
and ordered to be printed:

To the Congress of the United States:

Section 202(d) of the National Emer-
gencies Act (50 U.S.C. 1622(d)) provides
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for the automatic termination of a na-
tional emergency unless, prior to the
anniversary date of its declaration, the
President publishes in the Federal Reg-
ister and transmits to the Congress a
notice stating that the emergency is to
continue in effect beyond the anniver-
sary date. In accordance with this pro-
vision, I have sent to the Federal Reg-
ister for publication the enclosed notice
stating that the national emergency
declared with respect to the actions of
certain persons to undermine the sov-
ereignty of Lebanon or its democratic
processes and institutions is to con-
tinue in effect beyond August 1, 2009.

In the past 6 months, the United
States has used dialogue with the Syr-
ian government to address concerns
and identify areas of mutual interest,
including support for Lebanese sov-
ereignty. Despite some positive devel-
opments in the past year, including the
establishment of diplomatic relations
and an exchange of ambassadors be-
tween Lebanon and Syria, the actions
of certain persons continue to con-
tribute to political and economic insta-
bility in Lebanon and the region and
constitute a continuing unusual and
extraordinary threat to the national
security and foreign policy of the
United States. For these reasons, I
have determined that it is necessary to
continue the national emergency de-
clared on August 1, 2007, to deal with
that threat and the related measures
adopted on that date to respond to the
emergency.

BARACK OBAMA.
THE WHITE HOUSE, July 30, 2009.

——
DOCTORS HOUR

The SPEAKER pro tempore (Mr.
KRATOVIL). Under the Speaker’s an-
nounced policy of January 6, 2009, the
gentleman from Louisiana (Mr.
CASSIDY) is recognized for 60 minutes
as the designee of the minority leader.

Mr. CASSIDY. Mr. Speaker, we are
pleased to be here. We call this the
Doctors Hour because there is a fair
number of us on the Republican side
who are physicians or in some way
health care providers, optometrists, a
practicing psychologist, or in some
other way connected with the health
care field. So we give our own perspec-
tive.

Now, my own bio, if you will, aside
from being a physician, I have worked
with the uninsured in my State of Lou-
isiana for the last 20 years.
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That’s almost 90 percent of my prac-
tice, working with the uninsured in a
public hospital. And so, when I speak of
what we need to do to help the unin-
sured, it is purely flowing out of my
life experience. I think that as the oth-
ers come up I'll give them a chance to
speak as to it what they’re about. I'll
start off with a couple of comments.
I've learned in my 20 years of, whether
private practice or public practice,
that the only thing that lowers costs is
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if you make things patient-centric. If
the government is in charge, or the in-
surance company or a bureaucracy run
by anybody is in charge, it becomes
something that doesn’t work for the
patient. The patient’s separated from
costs. They have a harder time access-
ing benefits. It just doesn’t work.

On the other hand, if you put the pa-
tient in the middle, if you tell that
woman, listen, you can go see the phy-
sician you wish to see and when you go
in there there’s minimal administra-
tive hassle. And if you don’t like that
physician, you can go see another phy-
sician. It really works. The patient’s
satisfied, and typically, the patient/
physician relationship is stronger. And
key to getting good health care is hav-
ing a strong patient/physician relation-
ship.

Now, frankly, I think the only thing
innovative that we’ve heard from the
other side, although their plan kind of
is changing on a day-by-day basis, is in
one sense, the only thing about that
plan which is radical is that it nation-
alizes health insurance. I was a little
amused by my Democratic colleagues
earlier who were saying, Oh, my gosh,
Republicans are defending insurance
companies. No, actually I think they’re
defending insurance companies. They
like insurance companies so much they
want to nationalize it and have a na-
tional insurance company.

Now I’'m thinking, now we have an
insurance company run by the private
sector that, if it doesn’t work, con-
stituents call Congresswomen, Con-
gressmen, we pass a law that changes
that, changes that so that the private
insurance company plays by better
rules. Now, though, it’s going to be
both the referee and the player. Now
the government will make the rules,
but also compete. And as it does that,
in some way, we’re supposed to expect
that the government-run insurance
company is going to be kinder and
gentler, more cost-effective, higher
value product than is the private insur-
ance company.

I think it’s the triumph of hope over
experience. We hope it will be better.
We know Medicaid and Medicare don’t
work as we wish; in fact, they’re going
bankrupt, and their bankruptcy is
what’s driving this plan. And so we’re
going to believe that the third try is
going to be the charm and that this
time we get it right. Well, without
going further, I’'ll yield to my fellow
physician from Louisiana, JOHN FLEM-
ING.

Mr. FLEMING. Well, I thank my
friend and fellow colleague, both a phy-
sician and fellow Member of Congress,
BILL CASSIDY, and also fellow
Louisianan. And of course tonight
we’re going to be talking about a lot of
different things relative to what is
really the hottest topic maybe in a dec-
ade, health care reform, which both
sides of the House are very interested
in.

You know, you hear often from this
side of the aisle that well, for heavens
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sakes, we want health care reform. But
you guys, on the other hand, Repub-
licans, you want the status quo. Well, 1
can tell you personally, that I ran for
Congress with the overarching intent
of getting up here and participating in
reform. What I want to bring forth
first, before we get into some more de-
tails is, I think there’s a litmus test as
to how good a government-run system
is, that proposed by the President and
the Democrats. And so, the question is,
a rhetorical question is, if it’s so good,
then shouldn’t Congress be the first
ones to sign up for it individually, for
them and their families?

And, in fact, to see to that, I set
forth House Resolution 615, which is
supported by 66 Republicans, including
our leadership on down, and all it says
is that if a Member of Congress votes
for a government-run health plan, a
public option, if you will, then he or
she is willing to forego the waiver, the
carve out, the exception, if you will,
that’s built into their version, and join
it immediately for themselves.

Mr. CASSIDY. Now, Congressman
FLEMING, how many Democratic co-
sponsors do you have?

Mr. FLEMING. I'm sad to say to my
friend, and I thank you for yielding
back, that so far we have no Demo-
crats, goose egg, zero Democrats.

Mr. CASSIDY. Now, reclaiming my
time, because we heard a presentation
prior to this that, by golly, this is the
best thing since sliced bread; this is the
plan that’s going to fix everything, and
why wouldn’t you be on it. So I'm kind
of asking you, Dr. FLEMING, Wwhy
wouldn’t they want to be on it.

Mr. FLEMING. Well, I think that is
the $100,000, or shall I say, $1.6 trillion
question, because apparently they’re
not so enthralled with it that they
would like to be in it themselves. And
in fact, I put it to the test by actually
putting it on my Web site and asking
people if they would like their con-
gressman to support it, that they
would actually reach out. We have
150,000 Americans who signed the peti-
tions, and the number is growing dras-
tically every day.

And so I would say that, as we go
through this debate, that we simply
ask our constituents out there to hold
us in Congress accountable by con-
tacting your Congressperson or Sen-
ator or even the President and say, Mr.
President, Mr. or Ms. Congressperson,
Mr. or Ms. Senator, will you go to
fleming.house.gov and sign up, cospon-
sor or whatever, House Resolution 615,
that simply says that if you’re willing
to vote for it you’re willing to join it.

Mr. CASSIDY. Now, reclaiming my
time, and I appreciate that because,
again, what we’ve heard before is that
this plan does not put government be-
tween the patient and their physician.
And yet, I would have to think, if that
weren’t the case, why wouldn’t anyone
agree to your bill? I think your amend-
ment was proposed in our committee,
and it was defeated on party line votes.
So I think Dr. ROE, from Tennessee,
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may have some thoughts as to what
would come between the patient and
the physician. I keep emphasizing that
because if something’s patient-cen-
tered, we know the closer it is to the
patient, the more likely it works. So
let’s ask Dr. ROE, a physician from
Tennessee, what might come between
the patient and the physician. Dr. ROE.

Mr. ROE of Tennessee. Thank you,
Dr. CASSIDY. This evening members of
the GOP Doctors Caucus want to talk
to you about health care solutions. All
of us are physicians who ran for Con-
gress, in part, because we saw chal-
lenges in our health care system and
wanted to be part of a debate on how to
improve it. This is my first term. And
when I first arrived I was energized by
the opportunity to reform how the
health insurance industry works and
help make health care more affordable,
which are probably the two biggest
complaints about today’s system.

I quickly realized, however, that the
House Democratic majority had a radi-
cally different vision of how health
care should be delivered. Rather than
allowing patients and doctors to make
health care decisions, House Demo-
crats’ plan is to have Washington bu-
reaucrats decide what is and is not al-
lowed based on its cost effectiveness.

Mr. CASSIDY. Dr. ROE, can I reclaim
my time?

Mr. ROE of Tennessee. Yes.

Mr. CASSIDY. Can you show me up
there where there is a Washington bu-
reaucrat on that chart? Where might
there be a bureaucrat on that chart?
Show me where the patient is and show
me where a bureaucrat is.

Mr. ROE of Tennessee. Well, the pa-
tient, Dr. CASSIDY, is here and here.
These are the patients over here. And
this person right here, whoever this
may be, will be one of the most power-
ful people in the U.S. This will be a
health care commissioner who will de-
cide what is adequate and not adequate
insurance coverage. This bureaucrat
right here will be very much in those
health care decisions.

Mr. CASSIDY. So unlike the Repub-
lican plans, which are patient-centric,
what you’re telling me is this is kind of
a top-down, let’s figure it out from
Washington and lay it on the rest of
the country.

Mr. ROE of Tennessee. That’s cor-
rect. And the solution should come the
other way, from the grassroots up. Ab-
solutely. In addition, they, the bureau-
crats would create a system so complex
that today’s system would look like a
walk in the park. And then to put the
framework in place for government-run
health care, the plan called for cre-
ation of a government-run insurance
company, the so-called public option,
which would, over time, bleed out the
private insurance industry, because it
would be mandated to pay rates less
than the cost of care.

In my district, the First District of
Tennessee, they call this socialized
medicine, and they’ve sent me here
with a very clear message to deliver.
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Please defeat this bill. People in my
district want health care reform. They
really, really do. I talk with people all
the time who hate insurance compa-
nies, and in my time as a doctor, as
you all have, I've often spent more
time on the phone getting an insurance
company to approve a procedure than I
did actually doing the procedure. I also
talk with people all the time who be-
lieve that reform is possible and that
results in them getting the same care
for less money. And I tell them it’s pos-
sible, if we focus on rooting out waste
in the system.

But even with this desire for reform,
people in my district are clear that in-
creasing Washington bureaucrats’ roles
in health care is not the direction they
want our health care system moving
in.

Mr. CASSIDY. Dr. ROE, can I reclaim
my time?

Mr. ROE of Tennessee. Yes.

Mr. CASSIDY. Of course we don’t
want this to be a partisan issue. Now
frankly, as far as I know, Republicans
have not been invited into the discus-
sion. And there are actually some
things in that Democratic plan, those
thousand pages, that I think are very
good. But there’s other things, and I
think they kind of general concept top-
down. But it’s not just us.

David Brooks is a columnist for The
New York Times. You see him on TV, a
very thoughtful man. I have a quote
here. The health care system is as big
as the entire British economy. There’s
no way something that big and com-
plex and dynamic can be run out of
Washington. We have to set up a dy-
namic system, not trying to establish a
set of rules to be imposed by fiat. Now,
I think what you’re telling me is that
this is a big, complex plan run out of
Washington, and not the dynamic sys-
tem, but rather a set of rules, and who-
ever that really powerful person is in
that purple box, that person will be es-
tablishing the rules by fiat. Is that a
fair statement?

Mr. ROE of Tennessee. That is cor-
rect. And one of the things, Dr.
CASsIDY, I think that’s very important,
that I've heard, and I've got some other
comments in a minute. But I think it’s
very important when you hear about
the cost of this health care plan. This
plan’s somewhere around $1 trillion
over 10 years, which doesn’t start pay-
ing any money out in the plan till 2013.
So really, it’s $1 trillion over 5% years.
Now, let me just explain why that is an
extremely low number.

Mr. CASSIDY. Hang on. Hold that
thought. Let me give one more David
Brooks quote and call on our colleague,
Dr. FLEMING okay? Another David
Brooks quote talking about the CBO
report, speaking about how much it
would cost. This is devastating. The
plan was sold as a way to bend the cost
curve to reduce the rate of health care
cost growth. Instead, the cost of the
plan to the Federal budget would rise
by 8 percent a year, and there wouldn’t
be anything close to offsetting reve-
nues to pay for it.
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Now, Dr. FLEMING, can you sustain a
health care system which has out of
control inflation, if you will?

Mr. FLEMING. Well, my answer to
the gentleman is that I would look to
the experience of other health care sys-
tems in other countries. If you look at
Medicare and Medicaid, we’ve not been
able to do that. Medicare is running
out of money. We don’t have a solution
to that. The States all across the coun-
try are having tremendous difficulty
figuring out how they’re going to pay
for Medicaid budgets, their part of it.
And then if you look at the U.K., you
look at Canada, countries around the
world who have these systems, none of
them have been able to claim that they
can control costs. They’re inflation
rates are 10 percent or more.

Mr. CASSIDY. Reclaiming my time,
part of this plan is to increase Med-
icaid eligibility, i.e., put more people
on to Medicaid. Yet what we’ve just
heard is that Medicaid is bankrupting
States, or causing them to raise taxes.

Mr. FLEMING. Absolutely.

Mr. CASSIDY. So going back to my
question, if you cannot control costs,
can you sustain a health care system?

Mr. FLEMING. In my opinion, no, be-
cause, again, if you can’t do it for a
smaller system, how can you enlarge
the system and somehow make it mys-
teriously work, particularly when
there are no models? Massachusetts,
Tennessee, TennCare, and so on and so
forth, no one has an example of a gov-
ernment-run system that works.

Mr. ROE of Tennessee. Will the gen-
tleman yield?

Mr. CASSIDY. I will yield.

Mr. ROE of Tennessee. Let me just
tell you the folks out there, and we’re
going spend about the last half of this
hour talking about the positive solu-
tions and what we do agree on. But
when I first came to D.C. and I heard of
this public option I said, I've heard this
before. And in Tennessee, in the early
nineties we had managed care that was
going to control the cost. We got a
waiver from HHS and formed a pro-
gram called TennCare, where we had
about 8 different managed care organi-
zations competing for your business.
Now we have one.

In the 1993-1994 year, the State of
Tennessee spent combined Federal,
State revenue, $2.5 billion. Eleven
years later, 10 to 11 years later, that
had gone to over $8.5 billion. It had tri-
pled and took up almost a third of the
State’s entire budget. We were com-
plaining about 17 percent now. This
took up almost a third and almost
every new dollar that the State took
in.

Mr. CASSIDY. Reclaiming my time,
let me just praise the motivations of
the people in Tennessee. They clearly
cared about the uninsured, as our
Democratic colleagues, are. But it was
a flawed model and couldn’t be sus-
tained, and we know that those pa-
tients were now uninsured again, prob-
ably worse off than before the experi-
ment.
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Mr. ROE of Tennessee. Well, actu-
ally, what happened, just to go over
that a little bit, over that period of
time, in Tennessee, it was a noble goal
to cover as many of our people in our
State as we could. But over a short pe-
riod of time, 45 percent of the people
who got on TennCare had private
health insurance.
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Our Governor is a Democrat, Gov-
ernor Bredesen. As you all know and as
everyone in this Hall knows, in a sin-
gle-payer system, the way costs are
controlled is by rationing care. Well,
what we did in Tennessee was, about
200,000 people were removed from the
rolls, and what did a significant num-
ber of those people do? They went back
on their private health insurance.

There is another thing that, I think,
you have to ask yourself. By tripling
the amount of money you spend on
health care, what kind of outcomes
will there be? Ultimately, that is what
you’re really interested in.

What we ended up with in Tennessee
was the highest per capita prescription
drug use in the Nation, and number
two, we were 47th in health outcomes.

I yield back.

Mr. CASSIDY. Dr. BoozMAN, I would
like your opinions on this. You’re an
optometrist from Arkansas.

Mr. BOOZMAN. Well, thank you very
much.

You know, it’s interesting. I think we
bring up a good subject. When I'm
home, one of the things that I hear
very, very much from the seniors is, we
have a Medicare system that’s func-
tioning pretty well. Yet, when you look
at it in 2017, it has all kinds of fiscal
problems. Their question to me is: Why
aren’t you fixing the government pro-
gram you have now before you expand
it greatly to millions of people? You
guys can correct me or can add to this:
I've heard anywhere from 10 percent of
the Medicare bill that we pay is just
waste and fraud. Why aren’t we ad-
dressing that?

Mr. CASSIDY. Reclaiming my time,
10 percent in Medicare, a generally ac-
cepted figure, is in waste and fraud. So
we hear from our colleagues across the
aisle that Medicare has lower overhead
costs. If you include in that the 10 per-
cent, which is a common way to define
“overhead,” actually, that 3 percent
becomes at least 13 percent. A fair
statement. I think an economist would
say, if your overhead is so meager that
you can’t watch out for fraud and
abuse, then you need to lump the cost
of the fraud and abuse into your over-
head.

Mr. BOOZMAN. I agree. As a guy
from Arkansas, I just know that
there’s a heck of a lot of fraud and
waste in the system. Rather than ex-
pand it like we’re talking about doing
now, why not fix that first? We hear
about the pizza parlors that are charg-
ing for dialysis and, you know, things
like that.

So, again, I would say that we need
to get our act together there and re-
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form the Medicare system that we’ve
got.

I know I’'m in a situation now. It’s
not uncommon at all for me to have
people my age call and say, My mom
has moved to town, and I can’t find a
Medicare provider because the fees are
so low for physicians that people have
started either limiting the slots that
they use for the Medicare practice or
they’ve simply discontinued the prac-
tice in their clinics.

Mr. CASSIDY. Thank you.

Dr. BROUN, you’ve joined us. May we
have your thoughts on this, please?

Mr. BROUN of Georgia. Well, I thank
y’all. I appreciate y’all doing this to-
night, and I appreciate your yielding
me some time. I think the American
people need to know several things
about this, and y’all have brought up
some very good points.

The CBO says that this ObamaCare
plan is not going to save money. It
says that, in 10 years, we’re still going
to have almost 20 million people in this
country who won’t have health insur-
ance. They need to understand that il-
legal aliens are going to be given free
health insurance by the Federal Gov-
ernment.

Now, last night I was watching C-
SPAN, and one of our Democratic col-
leagues was just railing on about how
illegal aliens will not get ObamacCare.

The reality is, in the Energy and
Commerce Committee, just today, this
morning, one of my Georgian col-
leagues introduced an amendment to
the bill that basically said that you
have to look at people’s citizenships
and confirm whether they’re U.S. citi-
zens or not. That was defeated almost
on a party-line vote. All of the Repub-
licans voted for the amendment. Most
all of the Democrats did not. I think
there were one or two who voted with
my Republican colleague from Georgia.
The amendment was to just affirm that
somebody was here legally to get free
health insurance. We saw that with
SCHIP.

When I first came up here during the
last Congress, we had numerous de-
bates about SCHIP, and we had fights
over giving State Child Health Insur-
ance Programs to illegal aliens. Our
Democratic colleagues absolutely
fought and won the fight on this issue.
People who come are going to be asked
a question, Are you an illegal alien?
When they say, No, I am not an illegal
alien, then they’re not going to do any-
thing to check the legality or the truth
of that statement. So it’s a self-deter-
mination by the applicants as to
whether they’re legal or not. If they
say they’re not illegal, then they’re
going to be given free health insurance
under this government plan.

The other thing that, I think, is ex-
tremely important for the American
people to understand is that this plan
is going to cost American workers a
tremendous salary decrease. Plus, it is
going to put a lot of American workers
out of work. In fact, it has been pro-
jected that over 100 million people are
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going to be forced off of their private
insurance. Also, as Dr. ROE was just
talking about, it happened in the
TennCare.

So I've heard a figure of 114 million
people who have private insurance
today who are going to be forced off
their private insurance plans onto this
so-called ‘‘public option.” Well, how
does that work?

Well, I have businesses in my own
district in northeast Georgia that have
told me, businessmen and -women, that
they’d rather pay the 8 percent tax, the
pay-or-play tax. It would cost them
less to pay the extra tax and then put
their folks, whose insurance they’re
paying for today, over on the govern-
ment plan, the socialized medicine/gov-
ernment plan.

I saw a video today of BARNEY FRANK,
who was questioned about the govern-
ment option. He said in this video, in
his own words, that this is the way to
get everybody in this country on a sin-
gle-payer system. So, as to the claim
that our Democratic colleagues put
forth, which is, if you have private in-
surance you can keep it but if you
don’t then we’ll give you a public op-
tion, is not factual.

They’re setting up the game such, as
BARNEY FRANK just very blatantly said
in this video today—and I think it’s on
YouTube, and you can go look at it—
that this government option is the
means to get everybody on one single-
payer system provided by the Federal
Government, socialized medicine.

Mr. CASSIDY. If I can reclaim my
time, let’s give credit where credit is
due, because the advocates for a public
option plan—I'm not an advocate of
one, though—will point out that
there’s a decrease in administrative
costs.

So, Dr. ROE, will you look up at that
chart once more—or maybe you will,
Dr. BoozMAN—and give us a sense of
what will be the administrative costs,
do you imagine, with this publicly run
health insurance plan.

Mr. ROE of Tennessee. Well, here, Dr.
CAssIDY—and then I'll turn it over to
JoHN—if you’ll look at this—and it’s so
complicated that it’s almost comical—
the problem with it is that this is how
your health care is going to be admin-
istered.

I do want to say for every physician
in this room and in this Congress, both
Democrat and Republican, and this is
truly from the bottom of my heart, it
has been a privilege to be a physician
and to be able to provide care for peo-
ple and to administer to them. I be-
lieve, and I think every Republican and
Democrat believes, that health care de-
cisions should be made between a fam-
ily, a patient and the doctor.

Now, having said that, if you take a
look at having to go through this,
you’re going to have a Benefits Advi-
sory Committee—and I don’t mean this
funny, but when the Lord got tired, a
committee built a moose, anything
that ugly. Basically, this here is going
to be deciding what’s adequate here as

CONGRESSIONAL RECORD —HOUSE

administered by this down here. You’ll
have the Bureau of Health Information.
We’ll have comparative effectiveness
outcomes.

I want to tell you the other thing.
The people who really need to be fear-
ful are senior citizens when you start
looking at getting rid of Medicare Ad-
vantage and when you start talking
about carving as much as $500 billion
out. I don’t think our seniors right now
feel like too much is being spent if
you’d talk to them and see what their
supplementals cost. Well, do you know
what that means when you spend less
money? You’re going to provide less
care, and there’s no plan in the world
that can provide more and more care
for a lot less money.

Mr. BROUN of Georgia. Dr.
would you yield for 1 minute?

While you’re talking about the sen-
iors, I think the seniors need to under-
stand, too, about this ObamaCare plan
and understand that it mandates that
those seniors have counseling, I think
it is, every b years. They have to go get
counseling every 5 years about dying.
This is a government bureaucracy. I'm
not sure where it is in your chart there
because it’s so hard to figure out what
all this bureaucracy is that’s being
placed between the patient and the
doctor.

Yet one of those bureaucracies is
going to every 5 years tell people over
65 years of age, basically, that they
have a responsibility to look at how
they’re going to die and how they’re
not going to cost the American tax-
payer money, is basically what they’re
going to tell them.

Mr. CASSIDY. I thank you for offer-
ing that.

Reclaiming my time, Dr. BOOZMAN,
JOHN, when you look at that, some pa-
tients aren’t as sophisticated as others.
Let’s face it, some folks don’t have the
same education. Maybe they’ve had to
struggle a little bit to get through life.
Imagine if a patient had a problem
with that and didn’t have a counselor
coming to them, as Dr. BROUN men-
tions, but, by golly, they just have a
doctor they don’t like, don’t get along
with, and they want to complain to
someone. Where would they complain?

Mr. BOOZMAN. I think that’s a real
problem.

As was mentioned, one of the things
that we see in this type of plan is ra-
tioning for seniors. Are they going to
be able to get the knees? the hips? In
my case, being very familiar with cata-
ract surgery, is somebody going to
allow them to have that as they get
older and allow them to ease their pain
and lead a quality of life?

You know, we’re talking about get-
ting preventative care and all this.
Well, you do a great job, and you live,
and you get up in years, and then we’re
going to take away the ability for you
to go ahead and continue that quality
of life.

Mr. FLEMING. Will the gentleman
yield?

May I add that the bill, itself, is
scored at over $400 billion to be taken
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out of the current Medicare program.
That’s over $400 billion to be taken out
of the current Medicare program. So
that’s actually in their bill itself. So I
don’t see how they can claim that the
elderly will get more care. They’re
only going to get less care.

Mr. BOOZMAN. I agree with the gen-
tleman. If he would yield?

Mr. FLEMING. Yes.

Mr. BOOZMAN. There are so many
questions that are unanswered when
you look at this chart. If you get de-
nied, you know, who do you appeal to?
Is there any appeal?

Mr. CASSIDY. Reclaiming my time, I
know there’s supposed to be an om-
budsman. In the 1,000-page bill, I've
found one page that spoke of an om-
budsman whom you would call up if
you had a complaint.

I guess the point I'm making about
administration—I read an article in the
McKinsey Quarterly. They said there
are three things you absolutely have to
do if you’re going to control costs.
You’ve got to decrease administrative
costs. I look at that and it just gives
me a migraine.

Mr. BOOZMAN. If the gentleman will
yield, the first thing you’ve got to do is
have some tort reform, and you guys
can, you know, very well spell out how
you practice defensive medicine when
people come in with headaches and
things like that, and there’s one thing
that’s not on that chart. There’s noth-
ing about nuisance lawsuits, which are
driving up the costs of medicine and
which make it such that we have coun-
ties in Arkansas, where I'm from, that
don’t have any OB because the guys
can’t afford the malpractice insurance.

Mr. CASSIDY. If I can reclaim my
time, Dr. BROUN, as far as you know
with the bill, how does the bill address
tort reform?

Mr. BROUN of Georgia. It does not.

Mr. CASSIDY. I'm sorry?

Mr. BROUN of Georgia. It does not
address tort reform.

Mr. CASSIDY. We just heard from
our colleague from Arkansas that
that’s a critical thing to do.

Mr. BROUN of Georgia. Well, I was
just fixing to ask Dr. BOOzZMAN to yield
so I could tell him a story.

Two days ago, I talked to the admin-
istrator of one of the major hospitals;
it’s a regional hospital within my con-
gressional district in northeast Geor-
gia. He was telling me just that day
that one of the CAT scan techs, a lady,
was up in his office, asking for more
help in their CAT scan unit at night.

He asked her, Why do you need so
much in the way of help there? She
said, Because of all the massive
amounts of CAT scans that we’re run-
ning up here through the night which
are ordered through the emergency
room.

They did 10 CAT scans in one night
on patients who’d come in. The admin-
istrator’s question was, How many of
those CAT scans were positive? Zero.
Not the first one.

I've worked full time for part of my
career as a director of emergency medi-
cine at Baptist Hospital in Georgia.
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I've been involved in emergency medi-
cine throughout my medical career,
sometimes part time, sometimes no
time, when I was just doing family
medicine, and other times full time.

Particularly doctors in the emer-
gency room are having to do CAT scans
on people who come in with all sorts of
aches and pains when they really don’t
need to do those, but they’re having to
do those CAT scans and MRIs just be-
cause somebody might come back later
on and sue them for missing a diag-
nosis.

Mr. CASSIDY. Now, Dr. BROUN, if I
could reclaim my time, earlier, Dr. ROE
had suggested—we spent the first half
in kind of a critique of what our folks,
our colleagues across the aisle, have
put forward; but we’ve set aside our
second half to kind of talk about what
works. This is kind of a nice segue be-
cause I think, one, we know that low-
ering administrative costs will help,
and we know that malpractice reform
can also address some of these issues.

I'll go back to the central theme,
which has to be that any effective re-
form has to put the patient in the mid-
dle; and when you put the patient in
the middle, you’ve got to give them
transparent costs so they know what
they’re buying before they go in there,
and you need to encourage them to
make the lifestyle changes because, ul-
timately, a patient, she or he, is ulti-
mately responsible for his own health.
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I know that, Dr. Fleming, in your
business—because you’re not only a
physician, a congressman, husband,
and a father, but you’re also a small
business man—could you relate your
experience with health savings ac-
counts? Perhaps define them for us and
say how it worked in your small busi-
ness.

Mr. FLEMING. Absolutely. I will tell
you, approximately 5 years ago, and
this is when health savings accounts
really——

Mr. CASSIDY. Will you define what
that is, please?

Mr. FLEMING. Yes. A health savings
account is really very simple, where ei-
ther the subscriber—the employee—or
the employer, as in our case, puts part
of the subscription costs into a savings
account.

Mr. CASSIDY. Reclaiming my time,
you put a portion of that health pre-
mium into a bank account of sorts that
the patient/employee then controls?

Mr. FLEMING. Not only does he con-
trol, but it is nontaxed, and he can use
it to buy prescription drugs, to pay the
deductible or whatever.

And we were up against a situation
where, like many small businesses, our
premiums were going up 9, 10 percent,
sometimes 15 percent per year, and we
were pulling our hair out trying to fig-
ure out what else we could do. And this
idea of health savings accounts came
out, and we said, Well, let’s try this. I
had some reluctance from my employ-
ees, but we increased the deductible,
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and the extra amount that we would
have paid for the increase in subscrip-
tion costs, we put it into a health sav-
ings account for each and every one of
them.

The results were dramatic. The costs
flatlined. They did not go up. And since
then, they’ve never gone up more than
3 percent a year. It’s empowered the
employee, the patient, the family, to
buy medications at will.

And it was very interesting. I had one
employee who was complaining as we
implemented. She said, Well, gee, I
spend $200 a month for inhalers, and
how is this going to help me out be-
cause I'm going to be spending a lot of
time. I said, Well, let me suggest that
you stop smoking, and with the money
that you save by not having to use in-
halers, you will have plenty of money
left over. She took me up on it, and
now she doesn’t need them.

Mr. CASSIDY. Reclaiming my time,
could she have used her HSA to buy the
medication to help her get off of ciga-
rettes?

Mr. FLEMING. Absolutely.

Mr. CASSIDY. Now, I like that be-
cause it puts the patient, the empow-
ered patient in the middle so that she’s
making the best decisions not only for
her wallet, but also for her health and,
by the way, for her job because you are
able to keep your costs down and keep
her employed.

Fair statement?

Mr. FLEMING. Absolutely.

Mr. CASSIDY. Dr. Roe, I think also
you’ve had experience with putting pa-
tients in the middle with these health
insurance plans. Can you relate that,
please.

Mr. ROE of Tennessee. In our own
practice, we had traditional health in-
surance, as most people did, 80/20 cost.
As Dr. Fleming was saying, costs were
continuing to go up, and about 3 years
ago we introduced this plan for the
physicians. There are 11 of us in the
group, and all of us decided to go on
this plan. And 2 years ago, we have a
group that has 294 employees that
elected to get their health insurance
through our plan at the office: 294, 70
providers, doctors, and extenders.
Eighty-four percent of those, of our
people, our employees in our office,
chose this plan because it put them in
control of the dollars.

Let me explain to you how that is. If
you believe in wellness and preven-
tion—and the way our plan worked was
you had a $5,000 deductible. That scares
everybody to death. But our group put
$4,200 per person in there.

Mr. CASSIDY. Reclaiming my time,
you had a savings account for the pa-
tient, $4,200, that you put in there to
help pay that high deductible?

Mr. ROE of Tennessee. Yes.

Mr. CASSIDY. But now it’s coming
out of their pocket if they buy the ex-
pensive medicine as opposed to the in-
surance company.

Mr. ROE of Tennessee. And guess
what the empowered person does? At
the end of the year, they’ve been
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healthy, they’ve taken care of them-
selves, they keep that money. But let’s
say they have an illness or a wreck or
something happens to them. Anything
above that deductible is paid 100 per-
cent. So you have catastrophic cov-
erage, but you’re in control of the first
dollars. And by doing that, again, I
think as you pointed out in our Edu-
cation and Labor meeting, that par-
ticular type of insurance protection is
30 percent lower than standard.

Mr. CASSIDY. Reclaiming my time,
for a similar-size family, similar bene-
fits, with a health savings account
costs are 30 percent lower relative to
traditional insurance.

Now, we’ve talked about and quoted
David Brooks talking about the Con-
gressional Budget Office comment that
the plans being presented to us do not
bend the curve; they elevate the cost
curve. And yet here is something which
has been proven—it’s not a hope, but
it’s experience—to lower costs by 30
percent.

Mr. ROE of Tennessee. That is cor-
rect. And when you empower con-
sumers, as I've said, how many of us
have driven across four lanes of inter-
state to buy gas 3 cents a gallon cheap-
er? Americans are great shoppers, and
they will look after it, as opposed to—
when they’re spending their own
money, they are very careful with it,
as opposed to the government up here
which is not careful with their money.

Mr. CASSIDY. Reclaiming my time,
John, if I can ask you, those patients
we talked about earlier, and maybe
they haven’t had the same educational
opportunity, the same economic oppor-
tunity, but nonetheless, if gas were
cheaper 3 cents a gallon on the other
side of the interstate, do you think
they would go over four lanes to get it?

Mr. BOOZMAN. Very much so. I was
looking on the chart, and it’s not up
there. But other things, the associated
health plans, where if you’re a florist,
a small business man and you’ve got
your little store and you go in and try
to negotiate with the insurance com-
pany, you don’t have a very strong ne-
gotiating position. But if we would
allow them to go in with others, thou-
sands of florists, then they could nego-
tiate as a group and get a much better
rate like a major corporation.

Mr. CASSIDY. May I add, that is part
of some of the Republican alternatives
that are being proposed. Allow those
small business women and men to band
together perhaps to purchase one of
these empowering HSAs.

Mr. FLEMING. Why is it that they
can’t do that now?

Mr. BOOZMAN. In doing that, then
you have to go across State lines. Also,
different States have different man-
dates as far as what they—you have to
offer in particular States.

So we could do that at the Federal
level and get rid of all of that stuff and
not go across the State line.

Mr. BROUN of Georgia. If you would
yield just a moment, I would like to
point out something. The commerce
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clause of the Constitution—I'm an
original constitutionist, as many peo-
ple in this House know. In fact, I carry
a copy in my pocket. I carry it all the
time, even when I'm home doing all
sorts of things. I don’t take it with me
when I go in the shower, but almost.

But the commerce clause under its
original intent was supposed to do just
exactly what you’re talking about, Dr.
Boozman, is allow interstate commerce
across State lines. And what we’ve
done is we’ve perverted the Constitu-
tion in many ways. And this is one way
that commerce clause has been per-
verted tremendously.

The commerce clause was supposed
to make sure that there would not be a
lockbox of goods and services at the
State line. It was supposed to facilitate
interstate commerce, not to control
interstate commerce but to facilitate
it.

And so we have perverted the Con-
stitution markedly. And this is one
good point that the Republicans are
pointing out today about trying to give
patients the ability to buy the insur-
ance directly from an insurance com-
pany across State lines or have these
pools with their alumni association. I
went to the University of Georgia. We
could have a University of Georgia
Alumni Association pool. I went to the
Medical College at Georgia for medical
school. We could have an MCG pool.
I’'m a Rotarian. We could have a Ro-
tary pool. We could have these huge
pools that would help stop some of
these problems with portability. It
would help solve some of the problems
that we have.

Mr. CASSIDY. Reclaiming my time,
you always give me these nice bridges
to segue into. Some of the Republican
alternatives—and you’re actually ad-
dressing all of those very nicely. And if
you’re a member of Rotary, you can do
that. Now, I like that.

So can I call on my good friend, Dr.
Fleming, if he can initiate some of the
discussion of just what the Republican
Study Commission is putting forth, not
necessarily what Mr. RYAN has put
forth or others, but even this step plan.

Mr. FLEMING. You often hear rhet-
oric from the Democrat side of the
aisle that we are the party of the sta-
tus quo, the party of no, we don’t want
reform. That is the main thing I ran on
to come to Congress. I want health
care reform. But I want commonsense
reform, not nonsense reform, and
that’s what the Democrats are offering
us.

The first completed bill—there are
different versions of bills on the Repub-
lican side, but the first completed bill
that’s actually been dropped because
we’ve been working behind the scenes
for weeks and months to get it perfect,
is the Empowering Patients First Act,
which I am a proud original cosponsor,
and here are some basic parts of it.

No. 1, access to coverage for all
Americans. It covers preexisting condi-
tions, and that is the big problem that
everybody is talking about here to-
night, risk pools.
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Mr. CASSIDY. Reclaiming my time,
so if you will, what’s being said by our
colleagues across the aisle to misrepre-
sent our positions, we absolutely favor
insurance reform to allow folks with
preexisting conditions to get coverage,
correct? That’s what you just said, cor-
rect?

Mr. FLEMING. Yes.

Mr. CASSIDY. So next time someone
gets up to the podium and says we
don’t believe that, that is incorrect;
am I correct?

Mr. FLEMING. You are correct.

Mr. CASSIDY. The fact is that is
misleading. And that is one thing I like
in their plan and I like in our plan.

I yield back.

Mr. FLEMING. It also protects em-
ployer-sponsored insurance. But on the
other hand, it actually gives ownership
of the plans to the individual, and also
the individual can buy it outside of
their employer.

Mr. CASSIDY. Reclaiming my time,
the anecdotes that you gave and Dr.
ROE gave regarding the empowered pa-
tients by giving them these health sav-
ings accounts or something such as
that, we empower patients. That’s in
our plan. It’s not the government bu-
reaucracy between our friends up
there; rather, it is empowering pa-
tients.

Mr. FLEMING. This does not exist.
This matrix that you see there with Dr.
Bo0zMAN, that does not exist in this
plan.

Mr. BROUN of Georgia. Dr. CASSIDY
if you will yield for a second, to draw
a contrast here, too, is this the plan
that you were just talking about, Mr.
FLEMING. A patient or an employee can
choose whether they want to purchase
their plan through their employer or
not; is that correct?

Mr. FLEMING. That is correct.

Mr. BROUN of Georgia. Well, in the
Democratic plan, they’re going to be
forced to buy the employer-provided
health care insurance or they’re going
to be taxed at a 2 percent increased tax
rate over what they’re being taxed
today. So their taxes are going to go up
by 2 percent. They’re going to be forced
into that employer-provided health
care plan that’s going to be dictated—
if you’ll hold just a second, I want to
make one very strong point here that
people need to understand.

That employer-provided health care
plan is going to be dictated by the
health care czar panel. It is established
on this menagerie of colors and blocks
and things.

Mr. FLEMING. Yes.

Mr. BROUN of Georgia. So the em-
ployers won’t have a choice anymore
about the plan that they offer their
employees, and the employee won’t
have a choice either. And both of them
are going to pay a penalty if they don’t
do what the Federal Government man-
dates or dictates to them; is that cor-
rect?

Mr. FLEMING. That is correct. And
also, the government will have to actu-
ally certify all health plans. It will be
a one-size-fits-all.
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Mr. ROE of Tennessee. Would you
yield?

Mr. FLEMING. Yes.

Mr. ROE of Tennessee. The Empow-
ering Patients First Act that you just
talked about does not contain, as Dr.
BROUN just described, these mandates,
these taxes.

Mr. CASSIDY. So, Dr. ROE, may I in-
terrupt for a second?

A clear contrast between our plan, if
you will, or one of our plans and their
plan, aside from their increased admin-
istrative costs, aside from their top
heavy, aside from ours being lower ad-
ministrative costs and patient-cen-
tered, you’re saying that one of the
plans being presented to us has the
mandates but the Republican plan does
not.

Mr. ROE of Tennessee. That’s cor-
rect.

Mr. BROUN of Georgia. That’s the
point I was trying to bring up, too, doc-
tors, if I could speak directly to the
American citizens, as I cannot due to
the rules here.

But if the American citizens under-
stand, the Democratic plan is going to
dictate their plan to them. It’s all
going to be run by government dicta-
tion or dictum from Washington, D.C.,
and this health care czar; whereas, the
Republican plan gives the patient and
the employer the choice of what they
want to do. And that’s why I wanted to
try to draw that contrast as you were
talking.

I yield back.
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Mr. FLEMING. Let me finish up be-
cause there are only a couple more
points left. It also reins in out-of-con-
trol costs. This goes back to mal-
practice reform. This has malpractice
reform. The government-run plan has
not a word about malpractice reform.
And finally, this is budget-neutral.
That plan over on this side of the aisle
is $1 trillion to $1.6 trillion, depending
on which year span you are talking
about, of course, with the CBO telling
us that the costs curve up, not curve
down, over time, despite what our
President has told us. This one starts
out with no cost, no net cost. There are
savings built into it.

Mr. CASSIDY. If I may reclaim my
time, it’s important that the people
watching realize that that is not just
Republicans saying this. Again, I'm
going to quote. The Congressional
Budget Office, as we know, has spoken
about how costly this bill would be.

From nytimes.com, I, again, quote
David Brooks:

“The theory of the Democratic bills
seems to be that 98 percent of Ameri-
cans can party on, with the latest and
costliest health care imaginable, no
matter how ineffective, and the top 2
percent will pay for it all.”” He goes on
to say, “‘If you don’t control the rate of
health care inflation, even the rich
won’t be able to pay for the cost in-
creases.”
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So it’s others, not in this Chamber,
commenting on the cost of that pro-
gram and, indeed, commenting on the
Congressional Budget Office comments.

Mr. FLEMING. And really, just to
get down to the basics, if the patients,
if the public, the consumer doesn’t
have skin in the game, there’s no
money to be saved in this. If it’s all on
the providers and all on the govern-
ment, you will never see costs con-
trolled.

Let me add one other thing before I
yield. We were talking a moment ago
about the fact that illegal immigrants
will be covered under this plan, 10 mil-
lion or more.

Mr. BROUN of Georgia. Not our plan
but the Democratic plan.

Mr. FLEMING. I'm sorry. The Demo-
cratic plan provides coverage for ille-
gal immigrants. The Republican plan
does not. The Republican plan pre-
sumes that we will deal with immigra-
tion problems through an immigration
reform process. But getting to my final
point here is, the other thing that the
government-run plan, the Democrat
plan, provides for is taxpayer-funded
abortions. Not only taxpayer-funded
abortions, but an actual mandate, the
requirement for convenience. There
will have to be convenience centers
throughout the country so that young
women will not only have access but
will have easy access, all at the tax-
payers’ expense. None of that, of
course, is provided for in the Repub-
lican plan.

Mr. ROE of Tennessee. If the gen-
tleman will yield, I have a letter that
I received from a constituent which
was given to me this past week; and I
think it’s worth passing on. It says:

“Dear Dr. Roe,

“My wife Missy and I are aware of
the struggle you face on Capitol Hill
over government-run health care. We
wish to offer you our personal story of
how the current system saved our son,
Robby, to use as you see fit to put a
human face on our side of this issue.
Robby suffers from unbearable pain
that began when he had a severe infec-
tion he contracted September 2007. It
began one Saturday. He went to bed
feeling a little off and woke up the next
morning with a severe ear ache. Within
5 hours, his eardrum ruptured. In spite
of several courses of antibiotics, this
infection continued to spread into
every cavity of Robby’s head, and it
began to attack his nervous system
and his brain. The pain was torturous.
Robby was admitted to the Knoxville
Children’s Hospital for over a week.
The infection finally stopped with I.V.
antibiotics, but the damage had been
done. Robby lost the ability to walk.
He also developed a motor vocal tick
associated with constant shooting pain
in his head. We researched Robby’s
symptoms and found doctors at Van-
derbilt Children’s Hospital in Nashville
and Children’s Hospital of Philadelphia
where Robby was treated by the head
of pediatric neurology. We were able to
visit these doctors and receive treat-
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ment for our son only because our pri-
vate health insurance gives us the
flexibility to do so. In the last 18
months, Robby’s been hospitalized six
times, including most of this March.
Pain medicine, including morphine,
PCA, hydrocodone and Demerol gave
no relief. He had to be sedated for over
a week until the pain subsided. There
is still no definitive diagnosis. In spite
of this, Robby has had multiple explor-
atory procedures, MRI, CT, et cetera,
and tried nearly 20 medications. We fi-
nally found the medicine that helped 4
months ago. This has eased his symp-
toms significantly. He is doing much
better but is still not able to return to
school. Throughout this ordeal, the
medical system has been helpful, re-
sponsive, timely and accessible at all
levels. We were always around to be a
part of the decision-making process in
our son’s care from medicines and pro-
cedures to which doctors and hospitals
treated him. We recently learned of an-
other boy in our area who was about
Robby’s age that suffered from similar
symptoms. He died. We believe com-
petent, fast, flexible care that would be
impossible under a government-con-
trolled system saved Robby from this
fate. Missy and I lived under a govern-
ment health care system in the Army.
I grew up in an Army family. I remem-
ber sitting for hours in the military
emergency room with a broken arm.”

He goes on, “‘and we had no recourse.
You can’t sue the government. We are
not wealthy people. We make well
below the median income and have had
to pay thousands of dollars out of our
own pocket to get Robby where he is
now. It has been a struggle, but we
would gladly pay any amount to ensure
the timely care and freedom of choice
needed to treat our son. It is true that
under a government-controlled system
we wouldn’t have had these medical ex-
penses. We believe they would have
been funeral expenses. Please feel free
to use our story. We would be glad to
testify or do anything else you feel
would be beneficial.”

This is Rob and Missy Mathis from
Newport, Tennessee.

Mr. CASSIDY. If I may reclaim my
time, one, it’s a tremendous testament
to the faith of that family, their love
for their son and to those fine physi-
cians at Vanderbilt. I think all of us
share the hope to have high-quality
health care affordable, accessible to all
Americans. Our concern is that the so-
lutions being brought upon us are
going to not only not achieve that but
interfere with that relationship, and
it’s not just folks who are conserv-
atives.

I have an editorial in my local paper
by Susan Estrich. You will recall that
Susan Estrich was chief of staff for
Walter Mondale—I think I have this
right—when he ran for President. I
don’t agree with her, but I respect her
thoughts. She’s a bright woman. She
wrote Don’t Risk Your Health Care.

She begins:

The President is ‘“‘not familiar’” with
the bill. No one can explain how it will
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work yet, as Senator BEN CARDIN told a
contentious town meeting. There are
various plans, and negotiations are
still in the early stages. But whatever
it is, we should be for it.

She goes on to say, “Am I missing
something?”’

Then she describes the relationship
that she and her family have with their
physician. They are not sure. She
wants to be reassured and has seen
nothing that reassures her yet that
that relationship will be preserved. So
it isn’t just folks in this arena. It’s
folks across the country.

Dr. BOOZMAN, what are your
thoughts?
Mr. BOOZMAN. Well, I would just

say that all of us—and in hearing the
letter, all of us have seen patients in
our practices that we knew as we pre-
scribed the treatment that they
couldn’t afford, hardworking people
that just didn’t have the ability to af-
ford that. So we definitely need reform,
and we’ve talked about that. We need
portability. We need more competition,
things like that. What we don’t need,
though, is to try to get this thing done
in 2 or 3 weeks.

I was on this school board for 7 years.
If we were trying to change the cur-
riculum of the high school class, we’d
spend more than 2 or 3 weeks doing due
diligence. But to try to do that in a pe-
riod of 2 or 3 weeks makes no sense at
all.

The other thing I would say is that
we don’t need government-run health
care. We don’t need to go down the
path towards Great Britain and Can-
ada. And something I'd like for you
guys to comment on—because you have
treated them and things—tell us about
the results of cancer and things like
that in the Canadian and Great Britain
systems compared to the TUnited
States. I guess my concern is, in an ef-
fort to fix our pretty good system—you
know, it’s working pretty good—that
we actually destroy the system to fix
the part that’s broken.

Mr. CASSIDY. Reclaiming my time, I
would say that it works for 85 percent
of the people; but we would favor the
reforms that would ease the insecurity
that if you get sick, you lose your in-
surance or it’s priced out. So we favor
the reform that deals with preexisting
conditions. At the same time, we don’t
want to ruin it for the 85 percent.

I yield to my friend.

Mr. BROUN of Georgia. I thank you,
Dr. CASSIDY, for yielding. I just wanted
to give you a couple of quick stories,
one that goes along with Dr. ROE’s
story. I have a surgical colleague that
I was talking to who told me about get-
ting a phone call from a government
bureaucrat about a Medicare patient
that he had in the hospital. The doctor
got the call from the Medicare bureau-
crat in Atlanta who said, Doctor, we
have reviewed such-and-such a patient
that I understand you have in the hos-
pital. Yes. We have reviewed it. She
does not meet criteria to be hospital-
ized, and we want you to discharge her
today.
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The doctor said, Well, have you seen
my patient?

No.

Are you a doctor?

No.

Are you a nurse?

No.

So you’re just a government bureau-
crat, is that correct?

Well, I work for CMS.

He said, You’ve not seen my patient
at all?

No.

But you have determined that this
patient should not be in the hospital,
and you want me to discharge her?

That’s correct.

He said, This patient is extremely ill;
and if I discharge her, she is very likely
to die. I'm not going to discharge her.

The government bureaucrat said,
Doctor, you don’t understand. We’ve
determined that if you don’t discharge
this patient today, we’re going to fine
you $2,000 a day.

So the doctor went and talked to the
patient’s family and the patient. What
were they to do? Well, he discharged
her. She died that night at home.

Mr. CASSIDY. Reclaiming my time
just for a second, CMS is the agency
that governs Medicaid and Medicare,
the Federal program.

Mr. BROUN of Georgia. This was a
Medicare bureaucrat.

That’s the kind of care that the
Democratic plan is going to not only
give us more of, but it’s going to take
it down to lower age groups besides
those 65 years of age and older. It’s
government intrusion into the health
care system that has run up the cost
tremendously. CBO has already said
that the Democratic plan is going to
cost more money. It’s not going to
bring the costs down.

Y’all were talking about the cost
curve going up. What that means to
the people who don’t understand, that
means it’s going to be more costly for
the health care system under the
Democratic plan than what we have
today.

Mr. CASSIDY. If I may reclaim my
time, we’re almost out. I just want to
wrap that in with a comment that Dr.
FLEMING said about how the best sys-
tem is one in which the patient is in-
volved. I think you said ‘‘skin in the
game.” The McKinsey Quarterly talks
about transparent pricing for value-
conscious people. Again, quoting from
David Brooks, the New York Times col-
umnist, a very thoughtful man: “I'd
say that there have to be cost-con-
scious consumers within a closely regu-
lated market. Unless you get proper in-
centives for both providers and con-
sumers, I doubt you’re going to go very
far. In the current plans,”” meaning
those across the aisle, ‘‘all the empha-
sis is on the providers.”’

Mr. BROUN of Georgia. Dr. CASSIDY,
if you don’t mind yielding for another
moment, let me tell you about some-
thing that happened in my medical
practice down in rural southwest Geor-
gia. Congress passed CLIA, the Clinical
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Laboratory Improvement Amend-
ments. I had a fully automated lab in
my office where I would do blood sug-
ars, blood counts and things like that.
If a patient came in to see me with a
red sore throat, running a fever, white
patches on the throat, coughing, runny
nose, I would do a complete blood
count to see if they had a bacterial in-
fection and thus needed antibiotics to
treat it. Or if they had a viral infec-
tion, they could have the same clinical
picture but didn’t need the cost or the
exposure to the antibiotics. CLIA shut
my lab down and every doctor’s lab in
this country down. Prior to CLIA, I
charged $12 for that CBC. It took 5
minutes to do with quality control.
After CLIA, I had to send patients
across the way to the hospital, it took
2 to 3 hours to get the test and cost $75
for one test. It goes from $12 to $75, and
5 minutes to 3 hours. Now this is how
government intrusion into health care
markedly drives up the cost.

Mr. CASSIDY. If I may reclaim my
time, I think you are involved in what
is called as a concierge practice or a
patient-centered practice where the pa-
tient will prepay you, say, $560 a month;
and if you don’t satisfy that patient,
she goes to see another doctor.

Do I recall that correctly?

Mr. BROUN of Georgia. Well, not ex-
actly. In fact, I have discharged pa-
tients at the time I see them. I don’t
have that concierge practice where I
am prepaid. But actually, I charge less.
My practice was a full-time house call
practice. I was not working in an of-
fice.

Mr. CASSIDY. If you would yield
back, because I just want to mention
that one thing. There are some physi-
cians, a lot of them on the west coast,
that have a practice that is so patient-
centered, it works beautifully. In that
practice, the patient pays $50 to $100 a
month and gets all the primary and
preventive services cared for. If the pa-
tient doesn’t like it, they find another
doctor the next month. It’s like Target
or Wal-Mart. If my wife doesn’t like
the sale at Target, she goes over to
Wal-Mart; and if she doesn’t like the
service at Wal-Mart, she will go back
to Target. The fact is, is that the phy-
sician, knowing that those folks can
go, is going to be more patient-sen-
sitive.

Mr. BROUN of Georgia. And the Re-
publican plan allows patients to do
that, where the Democratic plan does
not.

Mr. CASSIDY. Thank you all very
much.

————
0 2130

ENERGY IN AMERICA

The SPEAKER pro tempore. Under
the Speaker’s announced policy of Jan-
uary 6, 2009, the gentleman from Ohio
(Mr. BOCCIERI) is recognized for 60 min-
utes.

Mr. BOCCIERI. Mr. Speaker, this
snuck up on me with respect to the
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timing. My colleagues on the other side
of the aisle finished much earlier; they
didn’t have as much to say as we are
tonight about clean energy.

I am joined by my colleague from
New York, Congressman MCMAHON,
who I will recognize here very shortly
to talk about one of the pillar issues,
one of the seminal issues that we’re
going to address in this Congress, in
this body.

We’ve already taken action with re-
spect to moving an energy policy for-
ward that puts our country first. And
truly, this is about making America
stronger, making our country stronger
by investing in America.

Now, I know some may think that
that’s a novel idea, but this is not
about Democrats or Republicans. This
is not about their ideas versus our
ideas. This is about Americans and
American innovation, and it’s some-
thing that I feel so passionately about.

Today we’re going to talk about this
energy bill that passed through the
Congress here, through the House of
Representatives. We’re going to talk
about what has made this such an im-
portant issue in the coming weeks that
we hope that the Senate will take ac-
tion as soon as possible.

Before I get too deep into my long
speech here, I would like to recognize
the gentleman from New York to say a
few opening remarks with respect to
energy and what we have to offer here
in the House of Representatives.

Mr. MCMAHON.

Mr. McMAHON. Thank you, Con-
gressman BOCCIERI. And thank you for
your leadership on this issue.

Mr. Chairman and Mr. BOCCIERI, it is
a privilege and an honor to stand here
in the House of Representatives to-
night and talk about this important
issue. And I bring to it a perspective I
think that is very important in this de-
bate. You see, I come from New York
City. I grew up in Staten Island, New
York, and I now have the privilege and
honor of representing Staten Island
and Brooklyn, New York, here in the
House of Representatives.

For the last few weeks and months,
I’ve been very disappointed at the rhet-
oric that I've heard in this Chamber,
and beyond, from those on the Repub-
lican side of the aisle. They, quite
frankly, have had their heads in the
sand. They, quite frankly, have been
tied up in the rhetoric of partisan poli-
tics. And I say that as a New Yorker,
as someone who suffered and saw first-
hand what happens when this country
doesn’t deal methodically and honestly
with energy policy.

You see, September 11, a date that we
all know too, too well, in my opinion—
and in the opinion of the people of New
York and people around the world—oc-
curred because our country has not
dealt honestly and fairly with energy
policy. Oh, I know it was the act of ter-
rorists, there’s no question; men bent
on hate, men bent on Islamic fun-
damentalism to bring down this Na-
tion. But our country has been caught
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